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APPLICATION FOR DISABILITY BENEFIT .4 E< 


(PLAN SECTIONS 5 AND 6) 


OCT 1 0 

NFL PLAYER R 



MAIL COMPLETED FORM TO: 

BERT BELL/PETE ROZELLE NR PLAYER RETIREMENT PLAN 
200 St Paul Place, Suite 2420 
Baltimore, Maryland 21202-2040 
(410) 685-5069 (800) 638-3186 



TYPE OF DISABILITY BEING APPLIED FOR (Check each category being applied for): 

[ ] Line-of-Duty Disability - Plan § 6 

[ ] Active Football Total and Permanent Disability - Plan § 5.1(a) 

[ ] Active Nonfootball Total and Permanent Disability - Plan § 5.1(b) 

Football DegenerativeYPotal and Permanent Disability - Plan § 5.1(c) 
[ ] Inactive Total and Permanent Disability - Plan § 5.1(d) 



Name Da*® Birth 

UF- 

Social Security No. 

Address (No., Street) p. i _ 

U \v| vac} (LooT^r . 

Telephone (Home) 

CH^n-rtltL t 

(City, State, Zip Code) ' ^ 

r>UAo\k 

Telephone {©Wee) f^A^e^TYvUHL -fy L> 

Marital Status (Check One) fc^fsingle [ 1 Married 


Name/Address of current or most recent employer: 

3VvA><wy^©Ls (Lotts x(xi 

ft en.Ml-Vl.KK £e<Ws K,C,lttX- 

If not currently employed, date last worked: 

fTiCLd a) COD 

Reason for leaving most recent employer (if applicable): LpH\30 

v<lw Wxo-fL C o*M-i yi< vp U)(4tv \[ (>.Vy/L(Wcwv.' 3'\ pApY£cLccbJbk 4 0WCoA(h‘6lbH(*, 

If you are applying for total and permanent disability 

benefits, date that you became unable to work:^ u u ^rv^L-U \rs fi-WoA/vl £>OCD. 


List all seasons during Which you were on the active or Inactive list of an NFL Club (attach additional page to list additional seasons). 

Season 

Name of Club 

No. of Games for 
Which You Were Paid 

“A 

OtT-VAll»/ft fL Pm Y^A4 lOV1^ . 

ft\\ 


0 cxYOl < Aa P 

^ 

iq<R ~i 

0 ri ydIlAo r'T yPAa — —.— 

JM 

{<T ^ ^ 

Cvl-^Q-eY^ ■T'V'TS 

9 Y^S 

l * V- - 

n c n 

rCAAf^vA-r OfAi0.«o\ V?\ 

AW |H 

\ q \ c i q i 

,C^vck>t &s/vo_ i. ’S 0 C)\mv> 

jAJI 

—i—t — i — 

ftBM JAN 1 120m _;_ 

/ V 


«B APR 1 1200! 
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cV'A-^l 


Date Disability Occurred 

.'TtG'b <2-tD 



m 


Nature and Cause of Disability (If more space is needed, attach additional page) p. 

%€\~z ovts oo s\ oo}‘ <c4 <k> We^d), 

yYo W '<sh-b^ o< oCCovv-CM-c-fi^ of- Setzo<es pOor do 

ejv. e \^% seasoo. t occlk-^^O SVo/^y aSM^r- 

O^o.<v\-<L, oc “Vc.o.rv^ pYcvAC,, 3>-S t^-ie-dAs oJ4-e^ ■ 

Qk'k^’CxcSI *b£ v'‘L.O«- L>OtJ-S oV\ VWj^ Q,oo5YVv>*V 


Name of First Attending Physician 

Data First Examined 

Physician’s Address (No., Street) 

(City, State, Zip Code^J^ ^ CL Te, ° Ph ° n ° 

Name of Current Attending Physician (if different from above) 

\\-T Crav'd lAo.YYMDf- _ 


?lcLit^ ‘-Mk SforMO 

<°* S “”' ap “*> onaviC ,"TV ~) SL> O 4 



Have you ever applied for Worker's 
Compensation? [ ) Yes No 

What was the result of your application? Attach copy of award, If applicable. 

{ ) Benefits awarded ( ] Benefits denied [ ] Application pending 

If you were awarded Worker's Compensation benefits, how much Is the benefit and In 
what form Is It paid? 'f'Arv 

Worker's Compensation State 

Have you ever applied for Social Security 
Disability benefits? [ J Ve3 £<| No 

What was the result of your application? Attach copy of award, if applicable. 

[ ] Benefits awarded [ j Benefits denied ( ] Application pending 

If you were awarded Social Security Disability benefits, how much is the monthly benefit? 

N4\<X. . 

Social Security Claim No. 

Have you ever applied for disability benefits 
from your current employer or fronymy prior 
employer? [ 1 Yes [/] No 

What was the result of your application? Attach copy of award, If applicable. 

( ] Benefits awarded ( ] Benefits denied [ J Application pending 

If you have received or have ever been awarded disability benefits by any employer, how much IsAvas the benefit end In what form 
le/waa It patd? 

no . 



YOU MUST COMPLETE THIS SECTION IF YOU ARE APPLYING FOR LINE-QF-DUTV DISABIUTY BENEFITS. 

You must submit your application for llne-of-duty disability benefits in writing within 48 months after you cease to be an active player. 
This 48-month period will be extended for any period of time during which you are found by the Retirement Board of the Bert Bell/Pete 
Rozelle NFL Player Retirement Plan to be physically or mentally Incapacitated in a manner that aubstantialty Interferes with the filing of 
such application. If you do not have a Credited Season (as defined In the Plan) in 1993 or later, 36 months is substituted for 48 months 
In the above two sentences. 


Have you submitted your claim within the applicable time frame? [ ] Yes 


I JNo 


YOU MUST COMPLETE THIS SECTION IF YOU ARE APPLYING FOR TOTAL AND PERMANENT DISABILITY BENEFITS. 

The Bert Bell/Pete Rozelle NFL flayer Retirement Plan awards total and permanent disability benefits only to active players or vested 
Inactive players who are not receiving retirement benefits and who have not attained age 55. 


Are you [ ] an active player orj^ a vested Inactive player? 

Are you receiving retirement benefits from the Bert Belt/Pete Rozelle NFL Player Retirement Plan? [ ] Yes 
Have you attained age 55? [ ] Yes No 


JAN 1 1 2001 


fcONo 


I HEREBY CERTIFY THAT ALL THE 

INFORMATION ON THIS FORM IS TRUE 
TO THE BEST OF MY KNOWLEDGE. 


SIGNATURE 


ULlA 1 ” 


DATE 


1 ' c) O^a CCQ 


’ revH/S/96 




























































